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1. Applications are invited from suitably 
qualified medical practitioners for the Eli 
Lilly Medical Research Fellowship (South 
Africa). 

2. The Fellowship is for the purpose of 
medical research and is not intended for post- 
graduate clinical study. It is available for one 

ear. 

: 3. The value of the Fellowship is 3,600 
United States dollars for one year and, in addi- 
tion, travelling expenses will be allowed, based 
on a travel budget to be submitted by the 
Fellow. This will cover the cost of travel and 
incidental expenses from the place of residence 
of the Fellow to the approved place of study 
in the United States of America, as well as the 
return journey. 

4. Other things being equal, preference will 
be given to candidates under 40 years of age. 

5. Any medical practitioner registered in 
South Africa will be eligible for this award. 

6. There will be no discrimination for the 
award on grounds of race, colour, creed or sex. 

7. The candidate must submit evidence of 
his capacity to do original research work. 

8. The candidate must submit a programme 
of the proposed research. He is advised to 
submit an alternative scheme in case of diffi- 
culties about the first one. 
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ELI LILLY SE MEDIESE NAVORSINGS- 
BEURS (SUID-AFRIKA) 1961 


GESTIG DEUR DIE KAAPSTADSE NA-GRAADSE 
MEDIESE VERENIGING 


1. Aansoeke om Eli Lilly se Mediese Navor- 
singsbeurs (Suid-Afrika) word ingewag van 
behoorlik gekwalifiseerde mediese praktisyns. 

2. Die beurs word toegeken vir mediese 
navorsing, en nie vir na-graadse kliniese studie 
nie. Dit is geldig vir één jaar. 

3. Die waarde van die beurs is 3,600 
Verenigde State-dollar vir één jaar, en daar- 
benewens sal reiskoste betaal word, gebaseer op 
’n reisbegroting wat deur die beurshouer in- 
gedien moet word. Dit sal reiskoste en toe- 
vallige uitgawes dek vanaf die verblyplek van 
die beurshouer na die goedgekeurde studieplek 
in die Verenigde State, sowel as die terugreis. 

4. As alle ander dinge gelyk is, sal voorkeur 
gegee word aan kandidate wat jonger as 40 
jaar is. 

5. Enige mediese praktisyn wat in Suid- 
Afrika geregistreer is, kan aansoek om die 
beurs doen. 

6. Wat die toekenning daarvan betref, sal 
geen onderskeid gemaak word op grond van 
ras, kleur, geloof of geslag nie. 

7. Die kandidaat moet bewys lewer van sy 
bekwaamheid om oorspronklike navorsings- 
werk te doen. 

8. Die kandidaat moet ’n program van sy 
voorgestelde navorsingswerk indien. Hy word 
aangeraai om ook ’n alternatiewe skema voor 
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9. It is advisable for the candidate to indi- 
cate at what institution he proposes to under- 
take the research and he should also state 
whether he is in a position to make any 
arrangements to carry out the research at the 
proposed institution. 

10. The successful candidate must under- 
take to return to South Africa for a period 
of at least two years after the termination of 
the award. 

11. The Selection Committee consists of: 

Dr. H. Brown (Cape Town); 

Prof. F. Forman (Cape Town); 

Prof. I. Gordon (Durban); 

Dr. A. Landau (Cape Town); 

Dr. D. P. Marais (Cape Town); 

Prof. S. F. Oosthuizen (Pretoria) 

Mr. G. Sacks, F.R.C.S. (Cape Town); 

Dr. G. Selzer (Honorary Secretary, Cape Town); 

Dr. H. A. Shapiro (Honorary Chairman, Johan- 
nesburg). 

12. Applications must be forwarded to: 

Dr. H. A. Shapiro (Honorary Chairman), 
Selection Committee, Eli Lilly Medical Research 
Fellowship (South Africa), 

P.O. Box 1010, Johannesburg. 

They must reach him not later than 1 May 
1961. 

They should be concise, and accompanied 
by the names of not more than two suitable 
referees. Testimonials must not be included. 
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te lé, net vir geval die eerste plan miskien 
moeilikhede oplewer. 

9. Dit is raadsaam dat die kandidaat moet 
aandui by watter inrigting hy van plan is om 
die navorsingswerk te doen, en hy moet ook 
meld of hy in ’n Liga! is om reélings te tref 
om navorsingswerk by die genoemde inrigting 
te onderneem. 

10. Die suksesvolle kandidaat moet beloof 
om na Suid-Afrika terug te keer vir ’n tydperk 
van ten minste twee jaar na beéindiging van 
die toekenning. 

11. Die Keurkomitee bestaan uit die volgende: 

Dr. H. Brown (Kaapstad); 

Prof. F. Forman (Kaapstad); 

Prof. I. Gordon (Durban); 

Dr. A. Landau (Kaapstad); 

Dr. D. P. Marais (Kaapstad); 

Prof. S. F. Oosthuizen (Pretoria); 

Mar. G. Sacks, F.R.C.S. (Kaapstad); 

Dr. G. Selzer (Ere-sekretaresse, Kaapstad); 

Dr. H. A. Shapiro (Ere-voorsitter, Johannesburg). 

12. Aansoeke moet gerig word aan: 

Dr. H. A. Shapiro (Ere-voorsitter), 
Keurkomitee, Eli Lilly se Mediese Navorsingsbeurs 
(Suid-Afrika), 

Posbus 1010, Johannesburg. 

Aansoeke moet hom nie later as 1 Mei 1961 
bereik nie. 

Hulle moet beknop wees en vergesel gaan van 
die name van nie meer as twee geskikte persone na 
wie daar verwys kan word nie. Getuigskrifte moet 
nie ingesluit word nie. 


ABSTRACTS 


SMOKING HABITS AND HAEMOLYTIC 
STREPTOCOCCI 


Saslaw and Streitfeld examined pharyngeal smears 
from more than 1,800 normal subjects and recorded 
accurate personal histories. They asked the subjects 
whether they were smokers or non-smokers and 
whether they preferred cigars, cigarettes or pipe 
tobacco. The aim was to discover whether there 
might be a correlation between smoking habits and 
the presence of haemolytic -streptococci in pharyn- 
geal smears. 

It was found that f-streptococci could be isolated 
twice as often (i.e. in 13% of the cases) from the 
smears of smokers than from those of non-smokers 
or former smokers. This difference is statistically 
significant. In the case of 1,611 smokers, the anti- 
streptolysin O titre in the serum was also examined. 
No appreciable differences were detected in com- 
parison with the titre of non-smokers. 

The higher incidence of streptococci among 
smokers would seem to be due to the fact that the 
constituents of the smoke either make the pathogens 
more resistant or alter the mucosal barrier of the 
human being in such a way that the tonsillar tissue 
becomes more receptive to the micro-organisms. 


{Saslaw, M. S. and Streitfeld, M. M. (1959): 
Amer. J. Med. Sci., 237, 754]. 


AMINO ACIDS AND RHEUMATOID ARTHRITIS 


Certain free amino acids (arginine, histidine, lysine, 
glycocol, threonine) occur in subnormal amounts in 
the serum of patients suffering from rheumatoid 
arthritis. 

The albumin and euglobulin fractions, however, 
appear to have the same composition as in normal 
subjects. 


cca E. (1959): Acta Rheumat. Scand., 


RESPIRATION IN ASTHMA 


An analysis of the mechanics of respiration has 
shown that in bronchial asthma the inspiratory air- 
way resistance is almost as high as the expiratory 
resistance. During acute or chronic conditions it 
may even be 25 times higher than normal. 

The view that most, if not all, the obstruction 
to airflow occurs in the expiratory phase thus seems 
to be in need of revision. 

The majority of patients exhibit greater improve- 
ment in the inspiratory resistance than in the expira- 
tory resistance following therapy. 


{Wells, R. E. (1959): Amer. J. Med., 26, 384]. 
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THE ANAEMIAS IN 
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KWASHIORKOR 


FRANK WALT, M.R.CS., L.R.C.P., D.C.H. (ENc.)* 
McCord Zulu Hospital and the Department of Medicine, University of Natal, Durban 


JEAN D. Taytor, M.B., CH.B. (CAPE Town), D.C.P., D.PATH. (LoND.)t 
Durban 


and 


L. ROBERTSON, M.B., CH.B. (CAPE Town)! 
Durban 


The successful treatment of kwashiorkor en- 
compasses not only the administration of suf- 
ficient calories and satisfactory protein, but also 
of carbohydrates, fats, vitamins, electrolytes, 
haematinics, the prevention of complications 
from infections, and ‘tender loving care.’ With 
the discovery that milk protein was adequate 
therapy to initiate cure it became the optimum 
treatment for many years. Brock e¢ al.’ tried 
to find specific factors in a group of amino- 
acids which would cure the disease; improve- 
ment was obtained with synthetic amino-acids 
and vitamins. These, however, were not 
superior to milk protein. It was also believed 
that fats were disadvantageous until Dean’ re- 
ported good responses from the addition of oil 
to the diet. Some workers believe that full 
cream cows’ milk is as satisfactory as skimmed 
cows’ milk. Gomez et al.’ stressed the multiple 
deficiencies inherent in the disease and, as 
knowledge has been acquired, syndromes due 
to hypokalaemia, hypoglycaemia and megalo- 
blastic anaemia have been shown to be present 
in many cases of kwashiorkor. 

We have been particularly interested in the 
anaemias occurring in kwashiorkor, and in 
their response to treatment.** 


MATERIAL AND METHODS 


An investigation into the treatment of kwashiorkor 
with protein supplements and into its anaemias was 
initiated in November 1957. Various observations 
arising therefrom have already been reported.®.7 The 
studies recorded in this paper were carried out on 
the same patients as those previously reported. 

In all, 93 patients (Nos. 8-100) were admitted 
for treatment, but because of the sudden and early 
deaths of 7 patients, satisfactory investigations on 
admission were only made on 86 cases (Table 1). 


*Consultant Visiting Paediatrician, Paediatric De- 
partment, McCord Zulu Hospital, Durban, and 
Clinical Tutor, Faculty of Medicine, University of 
Natal, Durban. 


+ Late Senior Lecturer, Faculty of Medicine, Univer- 
sity of Natal, Durban. 

tLate Registrar, Paediatric Department, McCord 
Zulu Hospital, Durban. 


ROUTINE THERAPY ON ADMISSION (ALL PATIENTS) 


1. Procaine penicillin 300,000 units intramuscularly 
daily for 7 days. 

2. Triple sulphonamide 90 mg. per lb. body 
weight daily for 7 days. 

3. Potassium chloride 5 gr. 3 times per day for 


7 days. 

4. Folic Acid (Folvite) 7.5 mg. intramuscularly 
daily for 3 days, followed by 5 mg. orally 3 times 
per day for 25 days. After case 49 only oral folic 
acid was given as the intramuscular preparation was 
not available. 

5. Iron-Dextran (Imferon), on the recommended 
basis, was given intramuscularly from the 8th day 
(commencing with Case 53) to the patients mot 
receiving protein supplement. 

6. Multivitamin syrup daily containing vitamins 
A, C, D and B complex. 


SPECIAL INVESTIGATIONS 


1. A complete blood count and bone marrow exami- 
nation on admission and on discharge at 28th or 
42nd day. 

2. Serum protein estimation and electrophoresis 
on admission and repeated weekly. 

3. Routine stool and urine examinations on ad- 
mission and repeated when indicated. 

4. Mantoux Tuberculin Test using 0.1 c.c. of 10 
units Weybridge P.P.D. 

5. X-ray of lungs. 


TABLE 1: KwaAsHiorKoR: SUMMARY OF DatTA On 93 
PATIENTS 


Male 55 
Female 38) 


90 African 


No. of Patients: 
3 Indian 


Abperage Age: 20 months 
Deaths: Total 22:(23%) 
In first 5 days: 16 


Number requiring Blood Transfusions: 8 


Megaloblastic Marrows (12 Mild 
On Admission 22< 9 Moderately severe 
1 Severe 
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Haemoglobin was estimated 3 times a week, using 
a Spencer haemoglobinometer and an oxy-haemo- 
globin method. 

Bone marrow examinations were done on admis- 
sion and the 28th day and after the admission of 
on No. 53 on 15 July 1958, on the 42nd day as 
well. 

The serum iron and total iron binding capacity 
(TIBC) estimations were begun in February 1959 
with the admission of case No. 76. The blood was 
collected in iron-free silicone tubes with glass 
syringes from the internal jugular vein between 9 
a.m. and 10 a.m. and the estimation made by the 
method of Peters and Giovaniello.* Some estima- 
tions were unfortunately invalid because of haemo- 
lysis and were therefore discarded, leaving satisfac- 
tory observations in only 13 patients. Due to tech- 
nical difficulties this work had to be postponed but 
is now once more well under way and further cases 
will be available for analysis shortly. 


RESULTS 


These are summarized in Table 1. Of 93 
patients admitted between 22 November 1957 
and 22 June 1959, 22 (23%) died, 16 of them 
within the first 5 days. The average age of 
our patients was 20 months, 54 being males 
and 39 females. All were Africans except for 
3 Indians. Eight patients required blood trans- 
fusions, 2 having megaloblastic and 2 aplastic 
anaemia. About half the cases were observed 
for 28 days, the remainder for 42 days. The 
serum protein levels in these patients have al- 
ready been reported.’ As anticipated, they rose 
rapidly, reaching an average of 7 g. % total 
with the serum albumin at 2.7 g. %. A more 
detailed analysis is being published elsewhere 
(Joubert and Walt, 1960). Twenty cases had 
an infection on admission, while 42 developed 
one later. Only 24 (28%) were completely 
free of infection for their full hospital stay. 
The more severe infections included pneumo- 
nia, acute gastro-enteritis and otitis media. 
The milder infections were usually upper res- 
piratory in character. 


TYPES OF ANAEMIA 


The commonest type of anaemia is normocytic 
normochromic, followed by megaloblastic and 
occasionally iron deficiency. The latter appears 
in the course of treatment and often follows 
megaloblastic anaemia. Study of the bone 
marrow in kwashiorkor has revealed 6 main 
patterns, viz. normoblastic, macronormoblastic, 
megaloblastic, hypoplastic, aplastic and iron 
deficient (Table 2). 

Megaloblastic Anaemia. Over the years we 
have studied 105 patients with megaloblastosis, 
76 (72%) having kwashiorkor. In the series 


of patients with kwashiorkor fed a high pro- 
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tein diet (Walt and Hathorn’) the blood pic- 
ture was also specially studied. In 86 patients 
the bone marrow was examined on admission 
and 22 (27%) had megaloblastosis, half being 
moderately or severely affected. Of these 
atients 4 were admitted with an obvious in- 
ection (2 with gastro-enteritis, 1 pneumonia 
and 1 otitis media) and 11 others contracted 
an infection while in hospital. Three died. 
Of the 19 who recovered only 4 had haemo- 
globins of 11 g. % or more on the 28th day of 
treatment, the mean haemoglobin being 8.4 
g. %. In 13 of these patients observed for 42 
days, the mean haemoglobin was 8.8 g. %. 

In this series, however, no ‘crises’ developed 
in the ward and we believe they were pre- 
vented by the routine use of folic acid on ad- 
mission as we recommended in 1957 (Walt 
et al), 

Normochromic Normocytic Anaemia, There 
were 63 patients with a normoblastic bone 
marrow and a mean haemoglobin of 10.1 g. 
% on admission. After 28 days this was 8.9. 
g. %. In 20 patients followed up for 42 days 
the haemoglobin was 10.4 g. % in contrast to 
the 8.8 g. % of those admitted with megalo- 
blastic anaemia. 

Erythroblastopenic Anaemia. Two cases 
showed erythroblastopenic bone marrows. Case 
No. 67 was an African male aged 34 years 
admitted on 7 October 1958 with a generalized 


TaBLE 2: KwaAsHIORKOR: BONE MARROW PATTERNS 
AND HAEMOGLOBIN LEVELS 


On Day Day 
Admission 28 42 


Total Bone Marrow 

Examined 86 73 oT 
With Normal Bone 

Marrow 59 65 26 
With Hypoplasia 5 5 0 
With Megaloblastosis 22 0 0 
With Macronormoblasts 0 2 0 
With Micronormoblasts 0 1 1 
Total Mean Hb. (g. %) 9-6 8-9 10-4 
Mean Hb. with Normal ; 

Bone Marrow 10-1 8-9 11-0 
Mean Hb. with 

Hypoplasia 9-5 10-0 10:7 
Normal Hb. with 

Megaloblastosis 9-3 8-3 8:8 
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hypoplasia of all elements of the bone marrow. 
The haemoglobin was 7.4 g. %. He developed 
an impetigo, acute otitis media, vomiting and 
a convulsion. He became pale. Antibiotics 
were given. On the 12th day the haemoglobin 
was 3 g. %. The bone marrow cellularity was 
increased, the myeloid cells being hyperplastic. 
Megakaryocytes were present but the erythron 
was completely aplastic. Blood was adminis- 
tered, followed by marked improvement. Two 
weeks later the bone marrow still showed evi- 
dence of hypoplasia but with macronormo- 
blasts and megaloblasts present despite the 
administration of folic acid. Steatorrhoea was 
present. Reticulocytes were still absent but 
slowly returned after the 4th week and on the 
42nd day the bone marrow was normal except 
for many eosinophilic myelocytes. There was 
a reticulocytosis of 4.5%. The patient was 
discharged fit and well with a haemoglobin of 
10.6 g. %. 

Case 94 was an African female aged 4 years 
weighing 9.4 kg. admitted on 7 May 1959 
severely ill, refusing feeds, vomiting and show- 
ing all the severe signs of kwashiorkor. The 
bone marrow was normoblastic and haemo- 
siderin particles were present. There was a 
reticulocytosis of 8.8% on admission. There 
was a sudden large loss in weight of over 1 kg. 
on the 10th day, necessitating electrolyte fluid 
replacement. This was followed by fever and 
pneumonia and a steady drop in haemoglobin 
to 4 g. %. No reticulocytes were present and 
the bone marrow on the 28th day showed a 
very marked erythroid aplasia but many myelo- 
cytes and lymphocytes. Early cardiac failure 
developed. Blood was administered with im- 
provement. The haemoglobin remained low 
at 8.8 g. % on the 42nd day; the blood showed 
an iron deficiency with reticulocytosis of 
14.4%. One can only presume that infection 
caused the aplastic crisis. 

Iron Deficiency Anaemia. Mid-way through 
this investigation, when patients were able to 
be observed for 42 days, it was decided to give 
alternate cases Iron-Dextran intramuscularly to 
see whether it would make any marked differ- 
ence to the haemoglobin at the énd of 6 weeks. 
The dosage given was calculated from the for- 
mula suggested by the manufacturers, in which 
the weight and the haemoglobin are taken into 
account. Injections were started 8 days after 
admission. At the same time serum iron and 
total iron binding capacity (TIBC) were car- 
ried out, but owing to technical difficulties not 
enough cases were available for any valid con- 
clusions to be drawn. In all 13 patients re- 
ceived intramuscular iron, their admission 


MEDICAL PROCEEDINGS 


MEDIESE ByDRAES 49 


haemoglobin averaging 9.8 g. % and the dis- 
charge at the 42nd day averaging 10.9 g. %. 
Of those patients who did not receive extra 
iron there were 18 patients who had an ad- 
mission haemoglobin of 9.7 g. % and 9.9 g. % 
on the 42nd day. This shows a difference of 
1 g. % between those who were given iron 
and those who were not, but the numbers are 
too small for statistical analysis. The MCHC 
on admission varied between 30 and 34%; in 
only one case was it as low as 28%. 


DISCUSSION 


The diagnosis of the type of anaemia in 
kwashiorkor is not a simple procedure and to 
be carried out accurately much information is 
necessary. Because the counting of red cells is 
time-consuming and often inaccurate, we have 
omitted this examination, relying instead upon 
the haemoglobin, PCV, MCHC, peripheral 
smear and bone marrow examination. All of 
these are necessary on admission if an adequate 
diagnosis is to be made. It may be necessary 
to repeat them quite frequently in order to 
initiate satisfactory treatment. The admission 
bone marrow reveals the megaloblastic cases 
immediately, as many cannot be diagnosed on 
the peripheral smear alone. Following therapy 
with diet and folic acid, the patient may even 
become iron deficient. 

Case 90 was an African male aged 19 months 
admitted on 18 April 1959 with a moderately 
severe megaloblastic anaemia, and a haemoglo- 
bin of 9.8 g. %. Bizarre myelocytes and 
haemosiderin deposits were present in the bone 
marrow. Treatment with diet and folic acid 
caused a marked improvement over 28 days, 
when the serum albumin rose from 0.9 g. % 
to 2.5 g. %. The haemoglobin then was 8.4 
g. % but the MCHC was 27 % and the red 
cells were hypochromic. There were no depo- 
sits of haemosiderin in the bone marrow but 
the serum iron was normal at 122 mcg. per 100 
ml. No infections were present. 

More recently we have also been finding 
hypoplastic anaemia, the cause of which can 
only be guessed at. Not all the patients had 
infections but in kwashiorkor, a nutritional 
deficiency disease with a disturbed metabolism, 
there probably is a lack of enzymes and their 
production. Kho” suggested chronic protein 
deficiency as the cause, but in some of our 
patients it occurred during recovery when the 
serum proteins were rising. The possibility of 
a disturbance of glucose-6-phosphate dehydro- 
genase or other components of erythropoietic 
activity must not be overlooked. 
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It was always our contention that a sudden 
drop of 2-4 g. % of haemoglobin was due to 
a ‘megaloblastic crisis, as typical megaloblasts 
were always found in the bone marrow. The 
same applied to those patients admitted with 
extreme anaemia, with haemoglobins ranging 
between 2 and 4 g. %. Case 67, however, 
suggests that the erythroid hypoplasia may just 
be the intial phase of a megaloblastic crisis. On 
the other hand, all of our cases now get folic 
acid by mouth and, provided it is absorbed 
and not vomited, the megaloblastosis is easily 
prevented. It is possible that this elimination 
of the megaloblastosis has brought to light the 
hypoplastic reaction. Those patients admitted 
with severe anaemia have active bone marrows. 
An example is the following case report: 

L. M., aged 1 year, an African male, began to 
vomit, became breathless and suddenly went very 
pale. On admission the haemoglobin was 1.8 g. %. 
PCV 6%, MCHC 30%. Reticulocytes were 2.2% 
and megaloblasts were present in the smear. There 
were 14,000 white cells per c.mm. with a normal 
differential count. Cellularity of the bone marrow 
was increased, erythropoiesis was active with baso- 
philic and polychromatic megaloblasts present. Many 
bizarre myelocytes were also present, with active 
granulopoiesis. Full recovery followed blood trans- 
fusion and intramuscular folic acid with a reticulo- 
cytosis of 9% by the 4th day and a normoblastic 
bone marrow. At no stage was there any suggestion 
of a hypoplastic or active haemolytic reaction of the 
red cell series. 

That infection plays an important part in 
our patients, militating against recovery and 
causing anaemia, is suggestive as 72% had 
some infection during their hospital stay. Many 
were severe but others acquired milder infec- 
tions during convalescence. Gasser,’ having 
described cases with acute erythroblastopenia, 
suggested this was caused by drugs, toxins 
from infections by viruses, bacterial sepsis or 
surgical intervention. He proposed that in 
some, because there was a strong history of 
allergy in the family, the sudden aplasia was 
due to an allergic reaction. On the other hand 
he thought that these patients had ‘dyshaemia’ 
because of an instability of the blood appa- 
ratus, and thus a tendency to eosinophilia, 
haemolytic anaemia, megaioblastic anaemia and 
erythroblastic reactions. In our patients we 
have not been able to prove haemolytic anae- 
mia or active haemolysis in any form. Case 
67, however, which was aplastic, did show 
many eosinophilic myelocytes at the end of 6 
weeks’ treatment. Whether this is the allergic 
phenomenon that Gasser expects is not certain, 
but the peripheral smear did not show a 
marked eosinophilia. In both our patients 
with aplasia, infections occurred, the one 
having acute otitis media and the other acute 
bronchopneumonia. These infections preceded 
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the discovery of severe anaemia by only a few 
days and may well have been the precipitating 
factors. 


CONCLUSIONS 


This study confirms once more the slow re- 
sponse of the anaemias of kwashiorkor to 
modern treatment. 

Only those patients with normochromic, 
normocytic anaemia have a 40% chance of 
reaching 11 g. % by the end of 6 weeks’ 
therapy; others rarely reach 10 g. %. 

Because the majority have absent or markedly 
depleted iron stores by the 42nd day, iron 
therapy, preferably parenteral, is indicated in 
all cases. 

We have confirmed the value of folic acid 
for all cases on admission. 

Kwashiorkor is a multiple deficiency disease. 
The influence of these deficiencies upon bone 
marrow activity still needs fuller evaluation 
and the role of copper needs to be assessed in 
the treament of its anaemias. 


We are indebted to Dr. Alan Taylor, Medical Super- 
intendent of McCord Zulu Hospital for facilities; to 
the following members of the Faculty of Medicine, 
University of Natal: 

Dr. S. M. Joubert, Pathologist, for the serum pro- 
tein estimations; 

Dr. P. Canham, Senior Lecturer in Biochemistry, 
for the iron studies; and 

Dr. M. Hathorn, Research Associate, for valuable 
criticism. 

We are also most grateful to Dr. F. Magill, 
Paediatric Registrar, for his help in the collection of 
specimens and the routine care of the patients. 

The Iron-Dextran (Imferon) was generously 
donated by Benger Laboratories Limited, Johannes- 
burg and the folic acid (Folvite) by Lederle Labora- 
tories Division, American Cyanamid Company. 
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THE COLOUR OF MATURE MELANIN IN THE BANTU SKIN 


G. H. FinDLay, M.D. 
Section of Dermatology, University of Pretoria, and the Photobiology Research Group, CS.LR. 


It is obvious that skin colour will vary with the 
amount and distribution of the melanin within 
it. Less obvious is the tremendous colour range 
which mature melanin can show without 
changing in quantity or position. Since the 
Bantu skin is well suited for studying the latter, 
it forms the main subject of the present report. 
During the investigation, incidental observa- 
tions were made on diffusion in skin, primary 
pigmentation and the clinical implications of 
these findings. They are also briefly presented. 


FACTORS INFLUENCING THE COLOUR OF 
MELANIN in vitro 


1, REDUCTION 


When excised Bantu skin is immersed in strong 
aqueous dithionite solution, which is a reducing 
agent, the skin colour changes during reduction 
from the normal brown to a light tan colour. 
Reflectance curves made with the Hardy spec- 
trophotometer show a 15% increase in red 
reflection from reduced skin. The curves over- 
lie each other in the range 400-480 mp, show 
a divergence between 490-680 mp which is a 
linear function of the wavelength and there- 
after (680-750 my) run parallel. 

Histologically, the reduced melanin takes on 
a light tobacco colour, the melanin granules are 
less distinct and they lie on a vague pale yellow 
background. Some basal cells may only have a 
muddy yellow haze in them. Other cells look 
less fully packed with granules than normal, the 
clearing being most marked at the periphery of 
the cells. 

These findings make it clear that melanotd, 
a hypothetical premelanin, does not exist in 
Bantu skin, and that it cannot be produced by 
reduction. Our findings fail to support the 
opinion of Edwards e¢ al.’ who suggested that 
mature melanin may ripen from a relatively 
reduced melanoid exhibiting a stronger reflect- 
ance than melanin at the blue end of the spec- 
trum, and recoverable from ripe melanin by 
dithionite reduction. The nature and status of 
melanoid is far from clear. 

It seems likely that colloidal melanin is 
responsible for some of the skin colour in the 
Bantu without implying that this melanin is a 
‘premelanin,’ although it is not formed into 
microscopically distinguishable particles. 

The tan colour of reduced skin melanin may 
be preserved either by maintaining the reduc- 
ing environment or preventing access of oxy- 
gen. This can be accomplished by replenishing 


the dithionite as its reducing power becomes 
exhausted, by icing in the skin in the deep 
freeze, or by storage in an anaerobic jar. How- 
ever, access of oxygen in solution or in air 
darkens the skin gradually. 


2. DARKENING 


It is possible to darken skin melanin in vitro 
whether one starts from reduced or natural 
melanin. Skin melanin is never so black as 
squid ink or ocular melanin, but is kept at a 
hue somewhere between a tan and jet black 
during life. Outside the body, Bantu skin can 
be blackened by two main methods, dehydra- 
tion and oxidation, each mechanism being com- 
plex and little understood. The final colour 
varies between a metallic grey and an inky 
black, and is always far darker than the natural 
hue. When reduced melanin is blackened, the 
skin colour changes without passing through 
any intermediate colour resembling the normal 
skin colour. 

(a) Dehydration. If whole skin or detached 
epidermis dries out in air, is heated on a hot- 
plate or dehydrated in alcohol, the skin darkens 
considerably. Soaking the skin in water will 
not lighten it again, and stretching it to com- 
pensate for shrinkage will not bring the origi- 
nal colour back. Dithionite sendiby brings 
dehydration-darkening back to the tan colour 
of full reduction. This indicates that the mela- 
nin itself has become darker and the colour 
change does not result from a redistribution of 
granules during dehydration. 

(b) Oxidation. Reflectance measurements 
were made on Bantu skin to compare the in- 
tensities, full reduction and full oxidative 
darkening with the normal skin colour. A Kipp 
cyclops apparatus was used containing an 
Ilford 281 Times, which transmits equally in the 
red spectrum from about 620 mu upwards.’ 
The method has been noted elsewhere.* The 
red reflectance was found to increase from 
28% to 40% during reduction and to drop to 
8% during oxidation with chromic acid. 

Histologically, oxidatively darkened melanin 
shows black granules which are crowded into 
the cell, even obscuring the nucleus. The cell 
also seems to be filled with a dark, foggy, 
caramel-like background, a microscopically 
amorphous dark melanin. Suprabasal epidermal 
cells are often seen to contain pigment not re- 
vealed in the unoxidized control. Cells thus black- 
ened stand out as sharply pigmented blocks. 
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Differences in diffusion rate and side reac- 
tions — the study of melanin oxidation 
on excised skin with different oxidants. Twelve 
oxidants will be briefly compared, and the dif- 
fusion factors discussed later. 

Aerobic oxidation of reduced skin has already been 
mentioned, and leads to very gradual greying of the 
specimen. 

Hydrogen peroxide darkens pieces of reduced skin 
in strengths of 1% or less, but in concentrations 
(up to 30%) this darkening is followed by an oxida- 
tive bleaching to a creamy colour, far lighter than 
the tan of full reduction. 

Ferrous sulphate solutions blacken reduced mela- 
nin only in the presence of air, and they blacken a 
waterlogged specimen more slowly than one which 
is allowed to dry after being soaked in the solution. 
Very little oxygen is needed, and the concurrent 
formation of ferric hydroxides with the blackening 
suggests an indirect mechanism. In a completely 
anaerobic MclIntosh-Fildes jar the blackening does 


not appear. 
Ferrsc chloride solution blackens reduced melanin. 


Chromic acid, copper sulphate and mercuric 
chloride blacken reduced melanin, and the dark 
colour is incompletely reversed by subsequent dithio- 
nite reduction. 

Cobalt chloride produces a nut-brown darkening 
of melanin. 

Vanadium pentoxide darkened the melanin, but 
far more slowly than ferrous sulphate. 

Nickel sulphate produced a doubtful darkening. 

Manganese chloride and molybdic acid \eft the 
melanin unchanged. 

With the exception of cobalt chloride, all 
darkeners of melanin noted above could act in 
their capacity as oxidizers of melanin, having 
standard potential values (E°) below —0.3. Had 
they behaved as catalysts of a non-enzymatic 
autoxidation of melanin, the iron transition ele- 
ments should all have shown activity, with 
vanadium as the most active, which was not the 
case.‘ Contrary to Sharlit’s findings,° ir will be 
seen that mercuric chloride did darken melanin, 
pointing to another a of the pro- 
cess than the one offered by him, which is dis- 
cussed later. 


DIFFUSION OF SUBSTANCES WHICH AFFECT 
THE COLOUR OF MELANIN 


The colour changes in melanin can be readily 
studied in excised rectangles of skin consistin 
of epidermis and dermis with the fat ere 
placed in a solution of the reagent. These 
changes are sharp and are seen first to take 
place from the cut edges of the skin. These 
invading boundaries of colour change remain 
parallel to the cut edge, and do not show any 
rounding of the corners, as isothermal patterns 
do. The colour change is a stepwise one, and 
not a gradual process. However, it sometimes 
seems as if the alteration in colour is preceded 
by a wavelet of the opposite colour change. 
The mext invasion of reagent to reach the 
pigment cells comes from the lower aspect of 
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the dermis, and depends a good deal on the 
varying thickness of the dermis. Since the 
dermis at the subcutis junction is made of 
dome-shaped cavities housing fat lobules rising 
up to a variable height, a mottled colour change 
may result in the centre of the specimen. No 
colour change takes place through diffusion 
from the outer surface of the specimen as long 
as the keratin layer is intact; nor does any 
change spread out from the follicles. Small 
tears or punctures in the keratin may, never- 
theless, allow penetration of the reagent 
through to a limited area of pigmented cells. 
The rates of colour change vary a good deal. 
Apart from the responsiveness of the melanin, 
these rates depend on the accessibility of the 
pigment layer determined by behaviour of the 
corium towards the diffusing reagent. Fixation 
hinders diffusion and sharpens the edge of in- 
vasion. Loose collagen in unfixed specimens 
allows faster diffusion, aided by preceding 
freezing and thawing, autolysis, or the tissue 
emphysema which results when peroxide is 
used. In fresh unfixed pieces of skin, diffusion 
through the corium is evidently hindered con- 
sdceslly by comparison with skin kept a few 
days in the deep freeze. Partial pressure of the 
reagent also affects the rate, but evidently not 
the nature, of the colour change. Thus a piece 
of reduced skin melanin will oxidize in a day 
in ‘aerobic’ saline solution, in one week in a 
micro-aerophilic jar, but will undergo the same 
change in one hour or less in strong solution 
of an cxidant from the list mentioned above. 


A triple colour zone can be produced when a — 


block of skin is first reduced with dithionite 
and then oxidized in peroxide. The izner zone 
consists of reduced melanin, which is re- 
oxidized in the middle zone to grey melanin 
by the peroxide at about the same rate as the 
initial reduction. This is followed by the outer 
zone of creamy skin nearest the edge of the 
specimen where the grey melanin is bleached. 
In one experiment the reduction and subse- 
quent oxidative darkening travelled into the 
skin at an initial rate of 1 mm. in 10 minutes 
from the cut edge. Formation of the outer 
zone of bleaching was a far slower process. 


FACTORS INFLUENCING THE COLOUR OF 
MELANIN in vivo 


The clearest example of physiological colour 
change in mature melanin occurring in vivo is 
the photo-oxidative change known as primary 
or direct pigmentation. It has long been known 
that compressed skin (ie anaemic skin) fails 
to show primary pigmentation on exposure to 
an appropriate light stimulus, and from this it 
has been concluded that oxygen is necessary. 
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Should the circulation to a piece of skin be 
arrested, it will use all the oxygen left in the 
stagnant blood within 10 minutes.’ Because 
an adequate pigment darkening may take 30 
minutes with sunlight, it is obvious that an 
intact circulation is essential to supply the oxy- 
gen needed. Diffusion of oxygen from the sur- 
roundings is clearly inadequate, as the fore- 
going experiments in the present study have 
shown. The required amount may take several 
days to arrive by diffusion. 

The dependence of primary pigmentation on 
the circulation rate through the skin capillaries 
is shown by the following observations. A lag 
in primary pigmentation may be noted where 
the circulation is slightly reduced. Thus, for 
example, a perifollicular lag may be seen. A 
lag in primary pigmentation where the skin is 
stretched by postural differences in skin tension 
can also be observed. When the skin has been 
irradiated long enough, these physiological lags, 
or differences in initial rate, become obliterated. 
Very dilute adrenaline solution in the dermis 
also produces a lag in primary pigmentation. 
Adrenaline 1: 50,000 in the dermis produces a 
zone round the injection site in which primary 
pigmentation is either absent or retarded. Even 
the lymphatics draining the injection site show 
a temporary primary pigment inhibition in the 
Bantu. They look like pale flat streamers 
leaving the injection site. Here again it is a 
lag phenomenon, and the course of the paler 
lymphatic streaks becomes effaced as the pig- 
mentation proceeds. Adrenaline does not appear 
to pale the existing pigment. Local anaesthe- 
tics without adrenaline (Lidocaine, Procaine) 
and histamine introduced by iontophoresis do 
not influence the pigment formation. Other 
effects of the circulation were not studied, but 
appear so far to have complex results where 
vasodilatation takes place. These observations, 
after they were first made in Pretoria, have 
been kindly confirmed independently at our 
suggestion by Drs. F. P. Scott (Bloemfontein) 
and R. Kooij (Cape Town). 

From the foregoing findings it can be seen 
that the colour of ripe melanin in vivo depends 
on the circulation rate in the skin capillaries 
and on solar radiation, but is not inhibited by 
local anaesthesia. It also explains why photo- 
oxidation of melanin i vitro in pieces of skin 
removed from the blood circulation is invari- 
ably so difficult by comparison with primary 
pigmentation in the living subject. 


DISCUSSION 


Many clinical disturbances of pigmentation are 
at present explained on alteration in MSH 
secretion alone, though this is largely still 
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hypothetical. The present study shows that 
such disturbances could equally be attributed 
to altered colour control of mature melanin in 
the epidermis. This could be tested during life 
by changes in the susceptibility and persistence 
of primary pigmentation. 

To illustrate what is meant, the skin can 
obviously dispose of pigment or render it in- 
visible by ways other than excretion to the sur- 
face. The findings presented here show this 
adequately. Moreover, the process need not be 
a vital one. Sharlit? thought that it was a 
vital process, even in sections, but his findings 
require no such intrepretation. These ideas 
can be applied to changes which occur in 
disease, though the clinical implications still 
—_ to be explored, and will not be discussed 

ere. 

For histochemical purposes it is plain from 
the findings that ph of melanin is an 
important variable in its behaviour with oxidiz- 
ing agents. Furthermore, it is also apparent 
that reducing substances cannot be demon- 
strated in the presence of melanin when the 
technique of silver reduction is used. Thus, 
the published attempts to demonstrate ascorbic 
acid in the locus caeruleus with silver nitrate 
are probably altogether fallible. 


SUMMARY 


1. Melanin colour in Bantu skin is shown to 
be poised at a point between full darkening 
and a pale tan colour. 

2. The point of poise depends on the capil- 
lary circulation in the skin, irradiation of the 
skin and other factors. 

3. These other factors can be paralleled by 
several non-vital changes, but the likeness is 
not exact. 

4. A group of disease symptoms can arise 
from alterations in the stability and degree of 
melanin darkening, and can be demonstrated 
clinically by disturbances in primary pigmenta- 
tion. 

5. Factors influencing the colour of melanin 
may falsify the demonstration of melanin and 
other substances by histochemical methods. 
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HYPOGLYCAEMIA 


ITS RECOGNITION IN CHILDHOOD 


H. Gorpon, M.B., B.Cu., D.C.H.* 
and 
A. R. Levin, BSc., B.CH.t 


‘Spontaneous’ hypoglycaemia is commoner than 
is often realized and has been rather neglected 
in British medical literature, although stressed 
in the American, and well reviewed by Conn 
and Seltzer’ and McQuarrie Although this 
report deals with cases occurring in childhood, 
the condition is by no means uncommon in 
adults, particularly in countries where malnu- 
trition (with consequent liver dysfunction) is 
common. 

The Importance of Early Diagnosis and 
Treatment, This lies in the fact that glucose is 
required by nerve cells for their oxidative pro- 
cesses, and sustained hypoglycaemia will lead to 
nerve cell dysfunction or even to permanent 
changes. Indeed, Lawrence, Meyer and Nevin’ 
have shown, in fatal cases, that the pathological 
changes in the nervous system resemble those 
due to anoxia from other and dissimilar causes. 
Thus, persistence of hypoglycaemia may cause 
progressive damage, early symptoms progress- 
ing to convulsions, coma and death. Even re- 
covery, when it occurs, either spontaneously or 
as a result of treatment, may leave permanent 
sequelae ranging from mental retardation to 

yses. 

’ Furthermore, the longer severe hypoglycae- 
mia has persisted, the more difficult it becomes 
to reverse. This is borne out by our experience 
and attested to by the case reports of Layne and 
Baker,‘ Klein and Ligterink® and Heberden and 
Friedlander.® 


DIAGNOSTIC CRITERIA 


We have adopted the following criteria: 

1. Symptoms and signs which may reasonably be 
ascribed to hypoglycaemia. 

2. A low level of blood glucose: 50 mg. per 
100 ml. or less. 

3. A response to a rise of blood glucose to normal 
levels. This, however, must be qualified, since pro- 
longed ere may not respond or the re- 
sponse may be delayed, depending on the extent of 
anoxic damage. 


It must be stressed that glucose must be 


* Formerly Registrar, Department of Paediatrics, 
Coronation Hospital, Johannesburg. 


+ Registrar, Department of Paediatrics, Coronation 
Hospital, Johannesburg. 


measured and not sugar, since nerve cells do 
not utilize sugars other than glucose. Hartman, 
Grunwaldt and James’ point out that in milk- 
fed children as much as 40% of blood sugar 
may be galactose, and low glucose levels could 
escape detection. It must be remembered, also, 
that blood glucose in neonates is normally low. 


MATERIAL 


We report here on the clinical features of 23 ad- 
missions to hospital for spontaneous hypoglycaemia. 
There were 18 children, but 2 required admission 
on 2 occasions, and 1 on 4 occasions. 

The children were seen at Coronation Hospital 
between 1951 and 1958. The admissions were 
drawn from an annual average attendance of 55,000 
at the Out-Patient Department where access is direct 
and where the great majority of these patients re- 
ceived their sole medical attention. Most of the 
children were Africans, some of mixed race, and 
some Asian. 


CLINICAL FEATURES 


Classification: In our cases the clinical presen- 
tation was not affected by the differing aeti- 
ology of the spontaneous hypoglycaemia. Of 
the 18 cases, 5 were considered to be due to 
defective intake and absorption. These were 
children with preceding gastro-enteritis, who 
had been on restricted feeding for several days 
before admission. Subsequent investigation 
showed no abnormality of glucose metabolism. 

The remaining 13 had abnormal glucose 
tolerance curves and normal liver function. 
Their clinical features were consistent with 
classification as idiopathic spontaneous hypo- 


TABLE 1 

Age (Years) Make Female Total 
2 4 
1—2 6 2 8 
2—3 1 1 2 
3—4 1 - 1 
4—5 - 1 1 
5—6 - 1 1 
6—7 1 - 1 
Total 11 7 18 
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glycaemia of childhood, as described by 
McQuarrie.’ 

Age and Sex. These are described in Table 

Seasonal Incidence. Seventeen of the 23 
episodes of hypoglycaemia occurred in sum- 
mer. We attribute this to the seasonal pre- 
valence of gastro-enteritis, being an aetiological 
factor in the 5 cases classified as ‘defective 
intake and absorption; of the remaining 18 
admissions, 12 were in summer and, of these 
4 had a preceding history of gastro-enteritis 
which may have been a precipitating factor. 

Familial Incidence. McQuarrie’ found a 
familial history to be common in idiopathic 
spontaneous hypoglycaemia. We, however, ob- 
tained a positive history in only one family. 
Two of the children are included in our series, 
and their mother had epilepsy as a child, with 
spontaneous recovery. 

Symptomatology. 
sented as follows: 

Generalized convulsions: 14. Localized convul- 
sions: 4. Aphasia and restlessness: 1. Coma: 1 
Strabismus and muscular hypertonicity: 1. Anor- 
exia: 1. Vomiting: 1. 

In all but 2 of these episodes the onset was 
in the early morning, and in all cases was 
sudden and unpredictable, even in those who 
had had previous attacks. 

Conn and Seltzer’ point out that symptoms 
and signs are related to the duration of hypo- 
glycaemia, the rate of fall, and the level of 
blood glucose—a rapid fall leading to reflex 
hyperadrenalinaemia with its manifestations, 
and a gradual fall to cerebral manifestations. 
Our cases presented with sudden onset of 
cerebral manifestations, but in view of the ages 
of our patients we are not able to say that prior 
hyperadrenalinaemic symptoms were not pre- 
sent. 

Clinical Signs. Pyrexia was present in 5 
cases, being ascribed to gastro-enteritis in 2 and 
unexplained in 3. Tachycardia was constant. 
All other signs were related to central nervous 
system disturbance. Hyper- or hypo-tonicity, 
increased or diminished reflexes, were present 
in about half of the cases. In one case athetoid 
movements were present during the period of , 
hypoglycaemia. 

Blood glucose levels on admission are shown 
in Table 2. 

Response to Immediate Treatment, Treat- 
ment in all cases was the intravenous adminis- 
tration of 10-20 ml. of 50% glucose in water. 
This was followed either by the administration 
of a 5% glucose solution intravenously by slow 
drip, or oral administration of glucose in order 
to prevent recurrence of hypoglycaemia. Of 
the 23 episodes, symptoms had been present 


The 23 episodes pre- 
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for less than 3 hours in 15. All responded 
immediately. In the remaining 8, symptoms 
had been present from 4 hours to 4 days and 
the response was as follows: 


Immediate: 3 cases. Death: 2 cases. 
delayed from 6 to 48 hours: 3 cases. 


Thus it can be seen that after clinical hypo- 
glycaemia has persisted more than 3 hours it 
becomes a dangerous condition. Although those 
of our cases that responded had no residua, it 
is well recognized that these may occur, rang- 
ing from mental retardation to permanent 
paralysis, depending on the extent and degree 
of permanent nerve cell damage. 

From the foregoing it can be seen that 
hypoglycaemia in childhood has no distinct 
clinical picture and that where cerebral mani- 
festations are found it may be wise to take 
blood for glucose estimation and to administer 
glucose intravenously while awaiting the result. 

Hypoglycaemia is a symptom and _ its 
aetiology must be determined after initial 
treatment has been instituted. The complexity 
of factors involved in the maintenance of nor- 
mal levels of blood glucose is demonstrated 
in the following diagram after McQuarrie. 

The suggested aetiological classification for 
spontaneous hypoglycaemia. is: 

1. Defective intake or absorption. 

2. Excessive loss or utilization without 
replacement. 

3. Hyperinsulinism : 

(a) Organic. 

(4) Functional. 

4. Pituitary, adrenal or thyroid insufficiency. 

5. Hepatic hypoglycaemia. 

6. Idiopathic spontaneous hypoglycaemia 
of childhood as described by McQuarrie.’ 

That this is not complete, although fairly 
comprehensive, is shown by the fact that 
McQuarrie e¢ al.’ reported hypoglycaemia due 
to glucagon deficiency, and Cochrane e¢ al.” 
recorded 3 cases due to leucine sensitivity. 

Investigation and further treatment is 
beyond the scope of this article. We wish, 


Response 


TABLE 2 
Blood Glucose Number of Cases 
(Mg. per 100 ml.) 

40—50 5 
30—39 5 
20—29 
Below 20 6 
Total 23 
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however, to stress that the condition is not 
unduly rare; that delay in diagnosis may result 
in tragic consequences, and that prevention of 
recurrence is of great importance. 
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SUMMARY 


The clinical presentation of 23 episodes of 
‘spontaneous’ hypoglycaemia suffered by 18 
children has been reviewed. 

Early and adequate treatment are required 
and an aetiological diagnosis must be made in 
order to institute the treatment required to 
prevent recurrences. 
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Because infections commonly encountered in 
general practice are becoming more and more 
resistant to antibacterial therapy, it is gene- 
rally accepted that broad spectrum drugs should 
be reserved for the major infections. How- 
ever, the need for an efficacious antibacterial 
is still urgent, especially in general practice. 

It is therefore important to try out new 
chemotherapeutic agents. Furaltadone (Alta- 
fur) has recently became available for trial. 
This oral antibacterial is reported to be eff- 
cacious, with negligible side effects in the 
recommended dosages and minimal problems 
of bacterial resistance are reported.’ 

Furaltadone is the latest member of the 
nitrofuran group which has been investigated 
systematically over the past 15 years. Paul et 
al’ demonstrated that bacteria could only deve- 
lop a limited resistance to the nitrofurans in 
vitro; and Leming’ concluded that because of 
its relationship to previously developed nitro- 
furans, Altafur will not provoke resistance in 
organisms even after long-standing clinical 
usage. Altafur has a broad spectrum of 
activity and bacteria showing consistently high 
sensitivity are staphylococci, clostridia, B. coli, 
most streptococci, pneumococci, salmonella, 
‘ diphtheriae, pasteurella, vibrio and erysipelo- 
thrix. 


MATERIAL AND METHODS 


This trial was undertaken in a busy sea-side urban 
practice during the spring and early summer of 
1960. The types of infection treated with furalta- 
done are shown in Table 1. 

Where possible, specimens were sent for culture 
and sensitivity to furaltadone was tested. These 
results are shown in Table 2. 

Furaltadone was available in 250 mg. tablets 
scored so that each tablet could be broken into 
four. The dosage ranged from a quarter tablet 
4 times a day for infants to one tablet 4 times 
a day for adults. The tablet for both adults 
and children was taken with food and, in the 
case of children, parents were advised to crush 
the tablet first. The drug was given for a 
minimum period of 5 days and for no longer 
than 7 days. Alcohol was expressly forbidden 
as it had been reported to cause unpleasant 
side effects when taken during Altafur therapy. 
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FURALTADONE 
CLINICAL TRIAL OF A NEW CHEMOTHERAPEUTIC AGENT 


G. A. F. QUINNELL, M.B., CH.B., J.P. 
Teignmouth, Devon, England 


RESULTS 


Fifty-four cases were treated; 27 of these were 
children and 27 were adults. If the signs and 
symptoms were nearly normal in 48 hours and 
resolution was nearly complete in 96 hours, 
then these patients were regarded as ‘cured.’ 
Clinical results were satisfactory for 44 cases, 
8 cases improved and only 2 cases failed to 
respond. 

In adults, when the infection was acute and 
the bacteria sensitive, the response was good 
with rapid diminution of symptoms and signs. 
Boils due to sensitive organisms usually showed 
a slower response, presumably because they 
were well established when the patient pre- 


Taste 1: THE Errecr oF ALTAFUR TREATMENT IN 
Various INFECTIVE DISEASES 


Disease Cured \Improved| Failure 

Throat Infections 18 
Antrum (acute). . 3 
Skin Infections . . 6 4 1 
Paronychia 3 
Pneumonia ss 2 1 
Bronchitis (acute) 3 1 
Abscess (dental) : 1 1 
Furunculosis (external 

auditory meatus) 1 
Otitis Media (acute) 6 
Urinary Infectio 
1 

Totals 44 8 2 


sented and treament was started. Recurrence 
of boils after Altafur treatment was infrequent, 
but an insufficient number of cases was avail- 
able for follow-up of this particular observa- 
tion. 

In children the response to treatment was 
uniformly quick, temperature being normal in 
all cases within 48 hours. Results in the 6 
cases of acute otitis media were particularly 
impressive, the drum becoming pale within 
24 hours and normal within a week. There 
were no signs of middle ear exudate. 
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Side Effects. These were mostly slight. Two 
adults vomited during the first 24 hours of 
treatment and the drug was discontinued. Four 
children had some nausea and slight vomiting 
during the first 24 hours, but the drug was 
continued and the final results were good. Two 
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SUMMARY 


Fifty-four cases of various infections found in 


general practice were treated with furaltadone; | 


44 were cured, 8 improved and 2 failed to 
respond. 


TaBLeE 2: ALTAFUR SENSITIVITY Taste 


Adults and Children 
Organism Numbers Cured Improved | Failure 
I NT 

Haemolytic Strep. ‘A’ 5 5 4 1 
Staph. pyogenes 3 2 1 2 4 
Pneumococcus 1 1 1 
Strep. viridans 3 3 3 
Proteus 1 1 1 
Mixed Growth 6 6 5 1 
B. coli 2 2 1 1 
Staph. aureus. . 1 1 1 

Totals 22 12 7 3 17 4 1 
No swabs taken 32 —_ _— _ 28 3 1 

S: Sensitive. I: Insensitive. NT: Not tested. 


children had transient urticarial rashes a week 
after cessation of treatment. A few patients 
noticed a dark discolouration of their urine 
due, of course, to the break-down products of 
the drug. None of those patients showed any 
adverse effects. 


DISCUSSION 


It would appear from the results obtained with 
this group of patients that furaltadone is a 
useful new addition to the range of anti- 
bacterial drugs. The sensitivity response was 
good and the reports of insensitivity to fural- 
tadone out of 19 cases tested, was limited to 
one case of B. proteus and 6 cases of ‘mixed 
infection.’ It was of interest that 3 cases of 
Staph. pyogenes were sensitive and responded 
well, whilst a third case (not put up to furalta- 
done sensitivity) improved. 

The lack of side effects with the dosage 
used was impressive, especially as children 
appear to respond well to the drug. 


The results suggest that this drug is a 
powerful antibacterial agent with minimal side 
effects in the recommended dosage. 


My thanks are due to the co-operation of the Patho- 
logical Department of the Royal Devon and Exeter 
Hospital, especially to Dr. G. Stewart Smith and 
Dr. J. O. P. Edgcumbe. 
A supply of furaltadone (Altafur) was made avail- 
Smith Kline and French Laboratories 
imited. 
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b In the course of a study of the relationship 
between antenatal stress and infant develop- 
ment, carried out in an extremely poor Indian 
community in Durban in 1959-60,' an oppor- 
tunity arose to investigate the weight-growth 
of infants in their first 3 months of life. 


Indian babies in South Africa tend to be 
lighter at birth, and to gain less weight in 
the first year of life, than White or African 
babies.» 


SUBJECTS AND METHOD 


The sample and its characteristics and the methods 
of study have been described elsewhere.! The pre- 
sent report deals with the 61 babies (32 boys and 
29 girls) who were weighed both at birth and at 
3 months (13 weeks + 10 days; mean age: 13.1 
weeks). Their birth-ranks ranged from 1 to 13 
(median: 4). Their mothers’ ages, at the time of 
confinement, ranged from 16 to 41. There were 
32 mothers who were under 25 years old (median: 
22.3 years), and 29 who were aged 25 or more 
(median: 32.0 years). 


No allowance has been made for errors of 
measurement in the calculations. 


RESULTS 


The mean weight of the babies was 6.65 Ib. 
at birth ($.D.=1.18 lb.) and 11.26 lb. at 3 
months (S.D.=1.98 lb.). Both these figures 
are slightly higher than those reported for 2 
large samples of Natal Indian babies, viz. 6.46 
lb. and 10.89 lb.*\ The latter figures are mean 
values for both sexes combined, weighted ac- 
cording to the sex composition of the present 
sample. The infants’ mean weekly increment 
in the first 3 months of life was 5.63 oz. 
(S.D.=2.26 02z.). 

Babies who were heavier at birth tended to 
be heavier at 3 months also, Spearman’s co- 
efficient of rank correlation (R) between the 2 
series of weights being +0.50 (S.D.=0.13). 
This finding conforms with those of other 
longitudinal studies of infant growth** There 
was no relationship between the babies’ birth 
weights and their mean weekly increments 
during the first 3 months, Spearman's R being 
-0.11 (S.D.=0.13). This held true also when 
the babies of older mothers (aged 25 or over) 
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WEIGHT-GROWTH IN EARLY INFANCY 


OBSERVATIONS IN A POOR INDIAN COMMUNITY IN DURBAN 


J. H. ABRAMSON, B.Sc., M.B., B.Cu. 
Sub-Department of Social, Preventive and Family Medicine, University of Natal, Durban 


and those of younger mothers were considered 
separately, R being —0.06 in each case. 

There was a striking association between the 
infants’ rates of growth and their mothers’ 
ages, the babies born to younger women (aged 
under 25 years) tending to grow at a faster 
rate. Such babies were significantly lighter at 
birth than those born to older women, but at 
3 months were heavier, although not signifi- 
cantly so. The mean birth weight of the 32 
babies born to younger mothers was 6.28 |b. 
(S.D.=1.28 Ib), and that of the 29 babies 
born to older mothers 7.04 lb. (S.D.=1.07 Ib.; 
P<0.02). At 3 months, their respective mean 
weights were 11.42 lb. (S.D.=1.98 lb.) and 
11.08 Ib. (S.D.=2.00 Ib.). Their mean age at 
the time of weighing was, in each case, 13.1 
weeks. The mean weekly increments of the 
2 groups were, respectively, 6.34 oz. (S.D.= 
1.95 oz) and 495 oz (S.D.=2.13 oz, 
P<0.02). This difference was not affected by 
the exclusion of the smaller babies, i.e. those 
weighing under 5 lb. at birth. There were 4 
such babies, all born to younger mothers; with- 
out them, the mean weekly increment of babies 
born to younger mothers was 6.21 oz. (S.D.= 
1.95 0z.), which was significantly more than 
the figure for the babies of older mothers 
(P<0.05). 

The small size of the sample did not warrant 
a detailed analysis of the relative importance 
of the various factors which might explain this 
finding. However, the available data were 
examined in order to identify differences, other 
than in maternal age, between the 2 groups of 
mothers and babies (Table 1). As was to be 
expected, the younger women were of a signi- 
ficantly lower parity. They tended to live in 
smaller and less crowded households than did 
the older women, with a higher household in- 
come per caput and a higher household food 
expenditure per caput. Their diet was in some 
respects superior to that of the older women, 
and they showed a lower prevalence of several 
mucocutaneous signs of malnutrition. They 


tended to weigh less, and to have a lower arm 
skinfold thickness; this was probably an ex- 
pression of the trend, in this as in other com- 
munities, for women to gain in weight and fat 
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as they grow older. They had a lesser tenden- 
cy to voice dissatisfaction concerning their 
babies, than did older women. They did not 
differ appreciably from the older women in 
their feeding of their babies; in both groups, 
almost all babies were still on the breast at 
3 months. The 2 groups of babies did not 
differ in their sex composition or in their ex- 
perience of illness. At the age of 3 months 
skin xerosis, a sign of malnutrition, was less 
prevalent, although not significantly so, among 
the babies of younger mothers. 

As has been shown elsewhere,’ the infants’ 
growth was not related to their mothers’ ex- 
perience of stress during pregnancy. 


DISCUSSION 


The tendency for women of a lower age and 
parity to give birth to lighter babies is in ac- 
cord with findings in other groups. <A 
relationship between lower birth weights and 
lower birth rank, in particular, has been shown 
in a number of studies. Among South African 
Indian babies, an association has been shown 
with birth rank and a less strong association 
with maternal age.’ 

The babies born to younger mothers, who 
were of a lower parity, tended to grow at a 
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faster rate during the first 3 months of life, and}. 


at 3 months they had a lower (although not 
significantly so) prevalence of skin xerosis. 

It is unlikely that the more rapid growth of 
these babies was an expression of their lower 
birth weights. No significant relationship was 
found between birth weights and rates of 
growth. A number of investigations have 
found little evidence of such a relationship. 
A recent study of London children, e.g. gave 
no evidence of such an association with incre- 
ments in the first 3 months of life, although 
there was such evidence later in infancy: 
Although a recent investigation by the British 
Ministry of Health found some evidence of 
such an association in the early months, it was 
concluded that gain in weight after birth was 
largely independent of birth weight.’ In 2 
study of Bristol infants, Herdan> found an in- 
verse relationship between birth weights and 
weight gain in the first 13 weeks; but the in- 
fluence of maternal age and parity on this 
relationship was not examined. 

In a study of babies in Smethwick county 
Cawley, McKeown and Record could find no 
clear evidence of an association between 
mothers’ age, with other factors held constant, 
and their infants’ weight growth.” However, 
the Smethwick and other studies have shown 


TABLE 1: COMPARISON OF YOUNGER MOTHERS AND THEIR BABIES WITH OLDER MOTHERS AND THEIR Babits 
Mother’s Age (Years) 
Under 25 25 or aver 
No.: 32 No.: 29 
Baby’s birth-rank: 
1 (%) 9 
2 and 3 (%) 16 4* 
4 and over (%) 7 25* 
Median 3 6 
Home circumstances (a): 
Number in household: 
5 or over (%) 62-5 86-2 
Median 6 7 
Crowding index 
5 or over (%) 90-6 55-2* 
Median 3-3 4-0 
Household income per caput per month: 
Under £2 (%) 4-0 (25) 40-7 (27)* 
Median £3 16s. £2 4s. 
Household food expenditure per catput per month: 
Under £2 (%) 40-9 (22) 78-6 (23)* 
Median 5s. £1 8s. 
Mother’s marital state: 
Married (%) 96-9 100-0 
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_ Taste 1; ComPARISON OF YOUNGER MOTHERS AND THEIR BABIES WITH OLDER MOTHERS AND THEIR BABIES 


(Continued) 
Mother’s Age (Years) 
lower Under 25 25 or over 
> Was 
Mother’s diet (number of days per week on which food is usually taken): (2) 
es of 
ruit: 
have Under 6 (%) 53-1 86-2* 
aship. Median 3:5 1:5 
— Milk, as beverage: 
incre- 0 (%) 43-8 65°5 
ough Median 1 0 
ete Meat and/or fish: 
british Under 2 (%) 12-5 34-5 
ce of Median 3 2 
‘ aia Mother's nutritional state: (c) 
was in xerosis, moderate or marked (%) 26-7 (30) 70-4 (27)* 
In a Lip abnormalities (%) 6-7 (30) | 25-9 (27) 
an in- Gum abnormalities, moderate or marked (%) 10-0 (30) 29°6 (27) 
s and es abnormalities, moderate or marked (%) 3-3 (30) 29-6 (27)* 
eight (in.): 
he in- Median 60-1 (30) | 60-2 (27) 
1 this Weight (Ib.): 
100 or over (%) 56-0 (25) 75-0 (24) 
edian 103 109-4 
ounty Arm skinfold thickness (mm.): 
nd no 12 or over (%) 16-7 (30) 44-4 (27)* 
Median 9°7 11-6 
AStant, attitude to child: 
WweVel, Displeased with baby’s sex (@) (%) 14-8 (27) 39-1 (23) 
shown “T sometimes wish I hadn’t had this baby” (e) (%) 0 24-1* 
Feeding of baby: 
Basiis At one month: 
Breast only (%) 78-1 72:4 
) Breast, supplemented (%) 21-9 24-1 
rs 
0 At three months: 
r over Breast only (%) 56:2 40-7 (27) 
Breast, supplemented (%) 37°5 48-1 (27) 
2 
Baby’s sex: 
Male (%) 50-0 
4* 
25* Baby’s illnesses in first three months: 
6 No illnesses (%) 64-5 (31) 64-3 (28) 
ae 5 or more days of illness (%) 22-6 (31) 28-6 (28) 
Baby’s nutritional state: (f) 
2 Skin xerosis (%) 31-0 (29) 57:1 (28) 
Glossitis (%) 13-8 (29) 17:9 (28) 
" Full data were not available in all cases. Where data are lacking, the percentages are based on the total figures 
3 shown in parentheses. 
* Significantly different (P<0-05) from the figure for the younger women. 
Notes: 
7 (2) Mother questioned in third trimester. Note that there was no significant social class difference between the 
two groups. 
(4) Number of persons in household ~ number of rooms used for sleeping. 
23)* () Examined in third trimester; weight measured one month after delivery. The methods used, and the grading 
6 (23) of the abnormalities, are described in more detail elsewhere. 1+ ® ‘Skin xerosis’ refers to skin dryness, dullness, 
8s. and the commonly associated textural abnormalities; a score of 12 or more was taken as ‘moderate or marked’ 
xerosis. The two groups of women did not differ in their prevalence of phyrnoderma or follicular enlargement. 
0 @) Negative responses to the question: ‘Were you pleased you had a son/daughter ?’, asked soon after confinement. 


wish you hadn’t had this baby?’. 


(f) Examined at age of three months. Skin xerosis of any degree noted on face, forearms or legs. 


*) Positive responses, at one and/or three months after confinement, to the direct question: ‘Do you sometimes 
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a relationship between low birth rank and 
rapid growth. Among South African Indian 
babies, Salber found that first-born girls had 
overtaken later-born girls by 24 weeks, and 
that by 33 weeks there was little difference 
between the weights of first-born and later-born 
boys. 

Discussing a similar finding among babies 

born to working-class families in slum areas 
of Glasgow, MacKinlay stated: 
‘It is apparent that as the age of the mother in- 
creases and, with it, the number of pregnancies, the 
external environmental conditions under which the 
infant is born also change. The infant of a later 
pregnancy is born under circumstances in which 
overcrowding is great, the family income severely 
strained, the care of the infant less, and the pos- 
sibility of disease, especially of the contagious type, 
greatest.” 

The data presented in Table 1 suggest that 
the present findings largely express the effect of 
such processes, although other factors, too, may 

lay a part, such as a tendency for the yield of 

reast milk to drop with age.” The younger 
women had been less subjected to the strain of 
repeated pregnancies and lactation, had fewer 
children to tend, had more money available per 
head, ate better, were in a better nutritional 
state and possibly related more healthily with 
their babies. Both intra-uterine and extra- 
uterine nutritional conditions may have been 
better for their babies. There is conflicting 
evidence regarding the effect of malnutrition 
on lactation. However, a recent study of poor 
women in South India revealed that their breast 
milk contained a low concentration of vitamin 
A, riboflavin and fat.’* Moreover, it has been 
shown that dietary supplementation tends to in- 
crease the milk yield of poor Indian women." 
It is thus possible that the younger mothers, 
being better nourished, lactated more adequate- 
ly. Also, they were possibly less subjected to 
distractions and emotional stress, which may 
impair the yield of milk.” Moreover, in a com- 
munity such as this, where time-regulated feed- 
ing is unusual, the baby’s feeding largely de- 
pends on the mother’s sensitivity and respons- 
iveness to her baby’s needs. The younger 
women’s responses to direct questions concern- 
ing their attitude to their babies (Table 1) sug- 
gest that they may have been inclined to be 
better mothers in this respect than were the 
older women. 

These findings are presented not because the 
association demonstrated is a new one, but be- 
cause of the very early age at which it is mani- 
fest in this community. It may be that such 
findings are equally applicable to other poor 
and malnourished groups. They serve to un- 
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derline the need, in such communities, not 
only for the adequate health care of mothers 
and children and for the raising of economic 
and dietary standards generally, but also for 
family limitation where this is acceptable, as 
it is in this community. 


SUMMARY 


Sixty-one babies in a poor Indian community 
in Durban, South Africa, were weighed at birth 
and at the age of 3 months. Their mean 
weight was 6.65 lb. at birth, and 11.26 Ib. at 
3 months. 

The babies of younger mothers (aged under 
25 years) tended to grow at a faster rate than 
the babies of older mothers. 

The reasons for this finding are examined, 
and its implications discussed. 


I am indebted to the babies’ mothers for their co- 
operation, and to the members of the staff of the 
Institute of Family and Community Health, Durban, 
who assisted in the investigation. 
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Dr. Max Adler, Specialist in Physical Medicine, has 
moved to new consulting rooms at 305 Cavendish 
Chambers, Jeppe Street, Johannesburg. (Telephone: 
22-5726). 


* 
Dr. Dennis Glauber, B.Sc., M.B., B.Ch., D.A. (Rand.) 
has commenced practice as an anaesthetist in partner- 
ship with Drs. Roberts, Kramer, Caswell and van 
Hasselt at 1109 Cavendish Chambers, Jeppe St., 


Johannesburg. (Telephones: Rooms — 22-8614; 
22-8677; 22-6553. Residence: 42-7360). 
* * * 


THE NUTRITION SOCIETY 
ADVANCE NOTICE OF 140TH MEETING 


A symposium (Chairman: Dr. W. R. Aykroyd) will 

be held at the London School of Hygiene and 

Tropical Medicine, London, W.C.1, on Saturday, 

18 March 1961 on: 

THE PLACE OF FOOD SCIENCE AND TECHNOLOGY 
IN THE CAMPAIGN AGAINST MALNUTRITION 


* * * 
MEDICAL GRADUATES ASSOCIATION ALUMNI 
BURSARY 


BYE-LAWS GOVERNING THE AWARD 


The Alumni Bursary Fund of the Medical Gradu- 
ates Asociation has been founded with the monies 
donated by the Alumni together with such funds as 
may have been donated by the Council of the 
Medical Graduates Association for the purpose of 
establishing a Bursary. 


CONDITIONS OF AWARD OF BURSARY 


1. A primary consideration for the award of the 
Bursary shall be the financial need of the applicant. 

2. The value of the Bursary shall be determined 
by the Council of the Medical Graduates Association 
and shall in no instance exceed the interest which 
has accrued to the Fund up to the time of allotment. 


YOMESAN 
A NEW CESTOCIDE 


FBA Pharmaceuticals (S.A.) (Pty.) Ltd. announce the 
introduction of Yomesan, their new product for the 
removal of tapeworms and supply the following in- 
formation : 

Treatment for tapeworms has so far remained a 
problem, as effective drugs often show a high toxicity 
and unpleasant and dangerous side-effects. They 
tequire complicated preparatory measures and means 
of administration. Yomesan, developed in the 
research laboratories of Farbenfabriken Bayer AG, 
leverkusen, is a completely new and very effective 
Cesticide, simple in use and singularly well tolerated. 

Composition: Yomesan contains N-Chloro-nitro- 
phenyl-chlorsalicylamide as the active principle and 
is supplied in vanilla-flavoured tablets of 0.5 g. 

Indications: Yomesan is recommended for all 
kinds of tapeworms, in particular Taenia saginata, 
Taenia solium, Diphyllobothrium latum and Hyme- 
nolepis nana. It is ineffective against other types of 
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3. The Bursary shall be made available for any 
one year of undergraduate study, but the holder of 
the Bursary shall be eligible to re-apply for the 
Bursary each year. 

4. Re-Award of a Bursary shall be made only on 
satisfactory progress and achievement. 


ELIGIBILITY 


1. The Bursary shall be awarded in the first 
instance to a dependant of a Witwatersrand Univer- 
sity Medical Graduate for the purpose of the study 
of Medicine at the University of the Witwatersrand. 

2. Failing a suitable applicant as defined in (1) 
above, the Bursary may be awarded to the dependant 
of a Medical Graduate of the University of the 
Witwatersrand for the purpose of study in any other 
faculty at the University of the Witwatersrand. 

3. Failing a suitable applicant as defined in (1) 
and (2), consideration may be given to a dependant 
of a medical Graduate of the University of the Wit- 
watersrand who wishes to undertake undergraduate 
study, in any faculty, at any recognized University in 
South Africa. 

4. The Council of the Medical Graduates Associa- 
tion shall reserve the right not to make an award 
if in its opinion no suitable application has been 
received. 


APPLICATIONS FOR BURSARY 


Application for the Bursary shall be made to the 
Registrar of the University of the Witwatersrand not 
later than 31 December each year. 

The Registrar of the University shall recommend 
such applicants as may be considered eligible for the 
Bursary for the consideration of the Council or Sub- 
Committee of the Medical Graduates Association, 
who shall make the final selection of the Bursar for 
the year. 

For the year 1961 applications should now be 
submitted. 


PREPARATIONS AND APPLIANCES 


parasites. As it is not resorbed from the intestinal 
tract it will show no effect in the extra-intestinal 
tapeworm manifestations, cysticercosis and echino- 
coccosis. 

Dosage and Administration: The evening before 
treatment only fluids should be taken. 

In the morning before meals half the dose of 
tablets is taken, followed one hour later by the 
second half of the dose. Two hours after the last 
dose food is permitted. The tablets may be swal- 
lowed whole, chewed or dissolved in water. 

Administration of a purgative is not necessary. If 
a rapid expulsion of the dead tapeworm in recog- 
nisable form is desired, a drastic purgative should be 
given 2 hours after the last dose of tablets, i.e. before 
breakfast. 

Adults and Children over 8 Years: 2 tablets in 
the morning, 2 tablets one hour later. 

Children 2-8 Years: 1 tablet in the morning, 1 
tablet one hour later. 

Children under 2 Years: Half a tablet in the 
morning, 4 tablet one hour later. 

Side Effects: Yomesan is extremely well tolerated. 
No side effects have been observed. Even during 
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pregnancy, in patients with livercirrhosis and rectum- 
carcinoma Yomesan can be used safely. 

Packings: Yomesan is available in boxes of 4 
tablets. 

Further information will be supplied on request 
by FBA Pharmaceuticals (S.A.) (Pty.) Ltd., P.O. Box 
10233, Johannesburg. 


DisposABLE PLastic URINE COLLECTOR 


Westdene Products (Pty.) Ltd. announce that the 
Great Ormond Street Hospital Pattern Disposable 
Plastic Urine Collector for male and female infants 
and children is now available. 


The appliance is made in 2 sizes, small for babies 
up to 3 months with an 8” x 3” Chironseal Bag and, 
large for babies over three months up to three years 


with a 12” x 4” Chironseal Bag. The bag is fixed to the 
infant’s skin with the adhesive plaster (which forms 
part of the appliance) and urine is aspirated at half- 
hourly intervals via a catheter which is inserted through 
a small hole which is cut in the sealed polythene bag. 

It is suitable for surgical patients provided that the 
operation area is not too close to that covered by the 
adhesive plaster. 


MEDROL MEDULES 
A LONG-ACTING ORAL CORTICOSTEROID 


Upjohn announces the release of the first long-acting 
oral corticosteroid. 

Medrol Medules are presented in capsule form. 
A capsule consists of many tiny pellets of methyl- 
prednisolone, each covered with a special protective 
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coating. The protective coating, developed in the 
Research Laboratories of The Upjohn Company, pre- 
vents dissolution of the pellets at the acidity of the 
normal stomach, but permits disintegration at the 
pH of the small intestine. Most of the Medules 
remain in the stomach for several hours, a few pas- 
sing at a fairly constant rate into the small intestine 
where they soon: disintegrate. The result of this 
gradual release of steroid in the small intestine is 
to produce a prompt and sustained steroid effect. 
The plasma level does not fluctuate considerably over 
a period of 12 hours. 

Clinical experience has demonstrated the desir- 
ability of this long-acting oral adrenal steroid for 
3 reasons: 

*1. Satisfactory control of the disease on a smaller 
daily dose of steroids. 

2. Less frequent and less severe side effects, pro- 
bably because of the absence of free adrenal steroid 
in the stomach and the absence of excessively high, 
peak blood levels; and 

3. More sustained relief of symptoms. 

Medrol Medules are available in vials of thirty 
4 mg. capsules. 

Literature on request from The Upjohn Company, 
P.O. Box 7779, Johannesburg. 

— Therapeutic Research, Vol 2, No. 6. June 
1960). 


NeEo-CHLORAL-PED 
A SAFE HYPNOTIC FOR CHILDREN 


Westdene Products (Pty.), Ltd. announce that Neo- 
Chloral-Ped, the safe mild hypnotic for children, is 
now available in tablet form. 

Neo-Chloral-Ped is a product of South African 
research manufaciured by Pediatric Laboratories (Pty.), 
Ltd., Cape Town. It contains a complex organic salt 
of chloral hydrate, possessing no unpleasant flavour 
whatsoever. It is a safe, mild hypnotic giving a natural 
sleep from which children can be easily awakened. 
There are no after effects and painful conditions are 
not masked. 

Neo-Chloral-Ped has been available for some time 
as an elixir and the increasing demand for this has 
encouraged the introduction of a tablet form for older 
children. 

Further information may be obtained from the sole 
South African distributors: 

Westdene Products (Pty.) Ltd., P.O. Box 7710, 
Johannesburg. 


CORRESPONDENCE 


PAEDIATRIC PRIZE Essay 1961 


To the Editor: The subject for the 1961 Prize Essay 
of the South African Paediatric Association is: 

The Investigation and Treatment of Recurrent 
Abdominal Pain in Children over Six Years of Age. 

Entry is open to all Sth and 6th year medical 
students in South Africa. The Essay must be limited 
to 5,000 words, may be in English or Afrikaans and 
must be typed in double spacing, together with one 
copy. Entries should be sent to the Honorary Secre- 
tary before the closing date which is 1 May 1961. 

The prize is a Bronze Medal and the sum of 


£10 Os. Od. for the purchase of books, instruments 
or subscriptions to journals. 

The Association reserves the right, if in any veat 
there is in the opinion of the examiners no essay of 
sufficient merit, to make no award for that year. 

Robert McDonald, 


Honorary Secretary: Treasurer. 


The South African Paediatric Association, 
c/o Department of Child Health, 
University of Cape Town, 

Medical School, Mowbray, C.P. 
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